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Page 10b ATTACHMENT 4.19-A

(v) Non-State Owned Rural Public Hospital Supplemental Inpatient Payments. Notwithstanding
other provisions of this attachment, supplemental payments will be made each state fiscal year in
accordance with this subsection to eligible rural public hospitals for inpatient services provided to
Medicaid patients.

(1) For purposes of this subsection, rural public hospital means a public hospital affiliated
with a city, county, hospital authority, or hospital district located in a county of less than 100,000
population based on the most recent federal decennial census.

(2) The supplemental payments described in this subsection will be made in accordance
with the applicable regulations regarding the Medicaid upper limit provisions codified at 42 C.F.R.
§447.272. The following method is used to reasonably estimate the Medicaid upper limit. Medicare
payments subject to case mix adjustment are divided by a hospital's Medicare case mix index (CMI)
to determine total Medicare payments for case mix of 1.0. Medicare pass-through payments are
added, and the total is divided by Medicare discharges in order to determine a Medicare CMI adjusted
payment per discharge. Medicaid payments subject to case mix adjustment are divided by a hospital's
Medicaid CMI to determine total Medicaid payments for a case mix of 1.0. Medicaid pass-through
payments are added, and the total is divided by Medicaid discharges in order to determine a Medicaid
CMI adjusted payment per discharge. The Medicaid CMI adjusted payment per discharge is
subtracted from Medicare CMI adjusted payment per discharge. The result is multiplied by the
hospital’'s base year Medicaid CMI to determine a CMI adjusted Medicaid Medicare payment per
discharge differential. This payment per discharge differential is multiplied by Medicaid base year
discharges and inflated to the current period. The calculation uses base year paid Medicaid claims
and cost reports. All managed care patients excluded from the calculation.

(3) The amount of supplemental payments and fee-for-service Madicaid inpatient
payments (including DRG and TEFRA inpatient cost settlements) the hospital receives in a state fiscal
year may not exceed Medicaid inpatient billed charges for inpatient services provided by the hospital
to fee-for-service Medicaid recipients in accordance with 42 CFR §447.271.

(4) Supplemental payments will be made to two groups of rural public hospitals.

(A) Rural public hospitals that have a deficit between fee-for-service Medicaid billed
charges and fee-for-service Medicaid payments (including supplemental payments)
greater than 1 percent of the total deficit between fee-for-service Medicaid billed
charges and fee-for-service Medicaid payments (including supplemental payments)
for all rural public hospitals. Medicaid billed charges and payments will be based on
a twelve consecutive-month period of fee-for-service claims data selected by
HHSC.

(B) All other rural public hospitals that have a deficit between fee-for-service Medicaid
billed charges and fee-for-service Medicaid payments (including supplemental
payments). Medicaid billed charges and payments will be based on a twelve
consecutive-month period of fee-for-service claims data selected by HHSC.
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